Abstract
Introduction
This is the final paper in The Lancet Ending Preventable Stillbirth series, aimed to elevate the concern of the global community on this neglected area in public health and identify actions for accelerated progress. 1 Since 1990, under-five and maternal deaths have decreased more rapidly than ever, 2 yet not enough to achieve Millennium Development Goals (MDGs) 4 and 5 for women's and children's health; newborn mortality and stillbirths, health indicators external to the MDGs, have seen much slower progress. 3 In September 2015, countries committed to a post-2015 framework -the Sustainable Development Goals (SDGs) 4 -which includes the unfinished agenda for maternal and child health supported by the Global Strategy for Women's, Children's and Adolescents' Health (Global Strategy). 5 The new Global Strategy also focuses on additional priorities, including newborns and stillbirths, family planning, and adolescent health. 6 Their inclusion reflects the 'obstetric transition,' where countries shift from a pattern of high to low maternal mortality, from predominance of direct obstetric causes of maternal mortality to an increasing proportion of indirect causes and other relevant health and nonhealth factors. 7 Relevant global plans reflect this transition, e.g. Strategies for Ending Preventable Maternal Mortality, 8, 9 and countries have followed suit, albeit at differing paces. Countries further along on the obstetric transition pathway have sub-specialisations, such as maternal-fetal medicine or perinatology, which consider fetal health outcomes predominantly in high-risk pregnancies. However, specific attention to improve the baby's health and survival along with the mother should not have to wait for an obstetric transition since common preventive measures are linked, in particular quality midwifery and obstetric care, which should occur in all settings.
The progress for maternal and child mortality has resulted in greater attention on morbidity, stillbirths, newborn deaths and the long term effects of adverse birth outcomes on development and noncommunicable diseases. [10] [11] [12] [13] [14] Tackling these challenges requires optimising the health of the mother-baby dyad. The global epidemiological transition for under-5 child mortality led to a shift in focus to newborn health, 15 and the resulting Every Newborn action plan with specific targets for ending preventable stillbirths and maternal and newborn mortality. 16 
Objectives
This final paper aims to: 1. Synthesise evidence from the Series on actions to accelerate progress for ending preventable stillbirths and promoting respectful, supportive care; 2. Assess opportunities for greater integration of stillbirth prevention and care in relevant global health initiatives and reports and national plans; 3. Report on an organisational network analysis examining relationships among 33 organisations working to prevent stillbirths; and 4. Renew a measurable call to action for integrating stillbirth prevention and response as part of women's and children's health.
Data and methods are summarised in panel 2 and the webannex.
Synthesising the evidence from the 2015 Ending Preventable Stillbirth Series
Strategies for maternal and newborn health emphasise universal access to quality care. 8, 16 This Series argues that stillbirth prevention and response is founded on respectful, quality care for prenatal health (a term defined by Frøen and colleagues referring to antenatal and intrapartum care that protects and supports the mother-baby dyad), which must be part of women's and children's health programmes. 17 At the same time, specific attention to stillbirths in advocacy, policy formulation, research and monitoring is required as countries move through the obstetric transition. Stillbirths in the United States, for example, now outnumber infant deaths, 18 and therefore the issue is gaining greater attention. 19 Building from The Lancet Stillbirth Series 2011, 11 this Series presents new evidence, updated stillbirth estimates, and a call to action in the post-2015 era (panel 1). The estimated 7,500 stillbirths that occur every day remain hidden in global public health and women's rights initiatives, 17, 20, 21 despite the evidence presented in 2011. 22, 23 Nearly half are intrapartum stillbirths, which are highly preventable with quality care at birth [24] [25] [26] and early identification of at-risk pregnancies. 27 The high numbers and slow progress reflect that the 2011 Call to Action 28 remains mostly unrealised despite impressive global media visibility; 29 Frøen and colleagues examine the reasons for lack of attention or effective action. 17 Use of the term 'stillbirth' remains infrequent in reporting, research, and funding with some exceptions. 13, 16, 8, 30, 25 Countries committed to ending preventable stillbirths with the adoption of the Every Newborn action plan (ENAP), 16 , 31 yet few have taken this forward nationally. 17 Stillbirths received less political attention a than other important public health issues, such as HIV or malaria, even though the burden is greater, 32 and solutions would also benefit women and children.
Stillbirth rate data are increasingly available through national Civil Registration and Vital Statistics (CRVS), birth registry and Health Management Information Systems, 20, 33 and the indicator is included in core health indicator lists. 34 Lawn and colleagues summarise the burden of stillbirths, with updated national and global stillbirth rates and numbers for 2015 and a focus on intrapartum stillbirths, risk factors (e.g. infections in pregnancy, especially syphilis, and with non-communicable diseases and lifestyle risks) and other metrics for disadvantaged populations. 35 The majority of stillbirths occur in lowincome countries, and most in rural settings. In high-income countries (HIC) marginalised groups are particularly affected. 33 Unlike previous Lancet Series on maternal, newborn and child health, 13, 30 the importance of supportive care following a stillbirth is elevated and examined. Heazell and colleagues assess stillbirths' economic and social costs, especially for women, including stigma surrounding stillbirth. Flenady and colleagues identify challenges of stillbirth prevention in HIC including socioeconomic disparities, the need to improve data quality, and provision of bereavement care. 33 A matrix of themes from the papers in the Series is available in the webannex.
A mother-baby dyad approach to stillbirth prevention and response
A healthy mother and baby are the markers of successful management of pregnancy, labour and childbirth. Stillbirth prevention and response cannot be a stand-alone issue and requires an integrated programmatic approach. Likewise, neglecting stillbirths would limit the full potential of an integrated approach for women, children and fetal health alike, averting deaths (maternal, newborn and stillbirth) 11 and improving child neurodevelopmental outcomes 12 and maternal morbidities. 36-38 Investment in and effective implementation of high-quality care and health promotion along the continuum of women's and children's health is one of the most effective ways to protect mother and baby and promote healthy child development outcomes. 39 This approach strengthens with functioning health systems womancentred and compassionate care, and trusting relationships between women and their care providers.
The stillbirth rate is a key indicator of quality care during pregnancy and childbirth, defined by World Health Organization (WHO) as: 'the extent to which health care services provided to individuals and patient populations improve desired health outcomes … health care needs to be safe, effective, timely, efficient, equitable and people-centered." 41 The Lancet Series on Midwifery presented a framework for quality maternal and newborn care which incorporates the values upon which care should be basedrespect, open communication and tailored to women's needs-and the components of the health system required to enable the provision of quality care-adequate resources, accessible and acceptable quality services, and integration between communities and facilities. 42 Quality is necessary throughout the continuum of care and can only be ensured when appropriately educated and skilled health care professionals are in place and well supported by a functional heath system. Table 1 shows the interventions and requirements at each stage of the continuum 43 including in the case of a death. Heazell and colleagues provide an updated review of evidence based interventions. 21 Highimpact interventions in pregnancy, such as syphilis detection and treatment, and during labour and birth, such as assisted vaginal delivery and caesarean section for fetal indication, are critical for stillbirth prevention.
Prevention of stillbirths starts with protection of the girl child through addressing hunger, violence, and discrimination and ensuring equal access to education and health care. 44 In adolescence, comprehensive sexuality education, delayed marriage, access to sexual and reproductive health information and services including family planning, and access to safe abortion services when legal, are critical. Access to primary health care before pregnancy help address nutritional deficiencies and enable diagnosis of hypertensive disorders and diabetes, which can help to reduce stillbirths. Community mobilisation and gender empowerment, including engagement with men on women's health issues, play a role in women's general health and wellbeing. Care in pregnancy, labour and birth requires attention to both mother and baby -the principle of "survival convergence". 45 Though most stillbirths, like most neonatal deaths, do not have death certificates yet, 20 they count to women and their families. 21, 33, 46 When any death happens, bereaved persons will typically need some form of support; however, evidence shows that mothers of babies who are stillborn are at greater risk of negative psychological symptoms, including depression. 21 Evidence also shows that families may be stigmatised, 21, 33 and that, despite evidence-based solutions 21, 24 and guidelines, 47 there is a sense of fatalism whereby women and even health workers do not see stillbirths as preventable; therefore societies continue to accept these deaths as inevitable.
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Integration that truly addresses stillbirths -proposed criteria
Promotion of women's and children's health inherently includes the prevention of stillbirths. Frøen and colleagues 17 identified themes relating to stillbirths in global women's and children's health platforms since the 2011 Lancet Stillbirth series. Based on their findings, we propose three ways to effectively and appropriately incorporate stillbirths in post-2015 initiatives for women's and children's health in order to meet the full potential of efforts. These criteria include: 1) acknowledge the burden of stillbirths; 2) address actions needed to prevent stillbirths with antenatal and intrapartum care; and 3) monitor stillbirths with a target and/or outcome indicator. We assessed relevant post-2015 initiatives for these criteria (panel 2, webannex). The ENAP meets the criteria, though the component on antenatal care is not emphasized sufficiently for stillbirths. Seven initiatives, including the Global Strategy, mentioned quality care and acknowledge the burden, but do not include a target or indicator to monitor progress for stillbirth prevention. About half the initiatives reviewed met only one or none of these criteria. The inclusion of these criteria need to be linked to the continuum of women's and children's health promotion, but specific advocacy for the inclusion of stillbirth prevention within new initiatives may be needed in order not to miss the opportunities.
Priorities based on evidence, opportunities and gaps
Findings from this Series show that stillbirths should be integrated and tracked within initiatives for women's and children's health as well as women's rights and empowerment. 17, 21, 33, 35 Building on existing calls to action from The Lancet's Every Newborn Series 15 and the Midwifery Series, which called for women's right to available, accessible, acceptable and good quality care, 13, 30 and supplemented by evidence from this Series, five issue areas were identified to "change the curve" for stillbirths: (1) intentional leadership; (2) increased voice, especially for women; (3) implementation of integrated interventions with commensurate investment; (4) indicators to measure impact and especially to monitor progress; and (5) investigation of critical knowledge gaps. Integration into women's and children's health as measured by the "three criteria" cuts across all these areas.
Intentional leadership
Global health issues are prioritised in part because of "actor power" exercised by individual champions, "guiding organisations" that facilitate development of networks and movements, and a mobilised civil society. 48 An Organisational Network Analysis (ONA) was conducted to better understand how a group of 33 organisations working in maternal and newborn health are interacting related to stillbirths and how to maximise their relationship to advance stillbirth prevention and response (see panel 2, webannex).
Our results indicate that these organisations have dense interactions around maternal, newborn, and/or stillbirths issues (61% of potential interactions realised). However, they are missing opportunities to collaborate more effectively around stillbirth prevention and response: stillbirth-specific interactions are much less dense (21%) (Figures 1a and 1b) . The marked centralisation of the stillbirth only network makes it highly dependent upon the most central actors (see webannex). The network could be strengthened by: a) building on existing inter-organisational work on maternal or newborn issues, which likely already include interactions relevant to stillbirth prevention; b) increasing the level or intensity of interactions on stillbirth issues; and c) increasing the ties of highly connected maternal or newborn organisations with stillbirth-focused organisations.
In order to build a stronger network, the few central organisations responsible for much of the interaction on stillbirths must serve as "connectors", bringing in less connected organisations ( Figure  1b) , especially the main global organisations with relevant mandates and also parent groups which are more peripheral. If connections are not intentionally forged, the network of those working on stillbirth related issues will remain weak.
Intentional leadership requires that agencies assume responsibility, with adequate capacity, skills and funding to lead policy and programme change and support countries. WHO should develop guidelines, set priorities for research and conduct large-scale research; UNFPA should lead scale-up of midwifery and emergency obstetric services; the professional associations (i.e. the International Federation for Obstetrics and Gynaecology and the International Confederation of Midwives) should enable their national organisations to speak up for improved services. Academic institutions should lead on research. Civil society should be advocating for policies to hold global and national stakeholders accountable for ending preventable deaths, including stillbirths, providing respectful care and support to bereaved families, and leading behaviour change and community engagement. Specific efforts will be required to support agencies in leadership roles including funding, strategy assessments and adaptable implementation approaches. A powerful advocacy mechanism will be through efforts to open dialogue around the issue and count stillbirths as deaths.
There is limited information on leadership or champions for stillbirth. Countries that have adopted a national stillbirth target often have done so through the efforts of a few individual champions. 17 All interested stakeholders, including parent-based organizations, should be given opportunity to regularly convene and exchange information on new evidence, funding and prevention strategies, increasing the strength of the network.
Culturally appropriate supportive care in the case of a death is particularly lacking leadership. The WHO joint statement on respectful maternity care, 49 echoed by the UN Women's 2015-2016 progress report, calls for protecting a woman's "right to dignified, respectful health care" and "ending disrespect and abuse during childbirth." While this agenda does not include care following a death, 50 post-mortem respectful maternity care should be considered part of required care along the life course of women and children.
Increased voice, especially of women
The Lancet Stillbirth Series in 2011 provided evidence of stigma and marginalisation of women who had stillbirths 46 and called for empowerment of communities and families . 28 This new Series shows that there has been no specific or notable action against stigma or for support of affected families, 17 and stigma persists. 21, 35 Change requires inclusion of women's and parents' voices to call for change, 17, 20, 21, 35 demanding accountability, taking action against stigma and providing support to the bereaved, as culturally appropriate. 21, 35 To enable women to demand quality health care, they must be supported to realise their fundamental human rights, 44 including "the highest attainable standard of physical and mental health." 51 Cultural barriers often disempower women; for example, young brides may have to get pregnant early to 'prove' their fertility, and expectant mothers may be delayed from care seeking. Sustainable development requires that women be healthy, valued, enabled and empowered. 44 Empowerment of women, through education, equitable decision making, woman-focussed care and access to resources, can improve health outcomes, including preventing stillbirths, yet more research is needed to understand these linkages.
The norms of complacency and fatalism around pregnancy and childbirth for health workers as well as communities need to be addressed. Community based interventions are one method of changing norms and should be tested for scale up.
52, 53
Respectful support is fundamental to increasing women's voices, starting with acknowledgement of death and enabling families to respond in their own ways. The respectful maternity care agenda is an entry point for support following any death -maternal, newborn or stillbirth. 50 Dignified care matters to grieving families and communities, 21, 33 and culturally acceptable support should be an integral part of it. 50 Parents should be given the option to hold a baby who has died, yet the bodies of stillborn babies are often disposed of without any recognition, name, clothes or funeral. 33, 46 Context specific approaches are required for post-mortem respectful, supportive care in pregnancy and childbirth. Little knowledge is available from low-and middle-income countries (LMIC) but in some settings, there is some support for affected families from the community. Around half of families affected by stillbirth in high-income countries reported substandard levels of bereavement care. 21, 33, 40 . 33 Acknowledging a family's right to respectful care during and after childbirth can lay the foundation for a common understanding of and commitment to respectful care during and after death as well. Programmes are also needed to support affected health workers and avoid the "blame culture" often associated with stillbirth. 54 Parent groups have the potential to raise awareness, for example as seen for preterm birth, 55 but the network of stillbirth-affected families remains limited, disconnected and under-resourced. Only a handful of parent organisations are active in more than one country. 56 The ONA suggests that parentbased organisations are poorly connected with the broader global maternal and newborn heath community. Parent groups primarily focus on local provision of information, advice and support, or advocacy locally or nationally, for instance lobbying for legal recognition of stillbirths, or seeking to raise awareness of stillbirth's burden. Successful examples of stillbirth parent group advocacy in the United States, 57 ,58 provide some lessons learned but these are small scale and more engagement is needed especially in low-and middle-income countries (LMIC).
Monitoring progress on respectful, supportive care and raising the voice of affected parents requires a clear definition of models and content of care, as well as indicators. However concepts such as stigma and taboo for these deaths have not yet been well quantified, making measurement of progress a challenge.
Implementation of integrated interventions with commensurate investment
Health services for women and children, including those with most impact on stillbirth prevention and response, should be delivered together whenever possible without compromising quality of care for either mother or baby. 8, 45 Evidence-based, cost effective interventions exist 21, 24 despite reports of a knowledge gap on interventions and low awareness of risk factors among some providers and women themselves. 33 Linking programmes for HIV, malaria prevention and treatment, nutrition, immunisation, and antenatal care package to stillbirth prevention is critical. Programmatic and clinical guidance as well as additional research are necessary to design appropriate and innovative policies and implement interventions. These could include prevention of unwanted pregnancies, especially in adolescents, or changing environments (obesity), 59 health promotion before and in pregnancy (pre-conception care, 60 early and focused antenatal care visits, ultrasounds), labour surveillance (fetal monitoring) 61, 62 and correct use of interventions during labour and birth (labour induction, amniotomy, fetal monitoring, assisted delivery or caesarean-section when appropriate 63 ). Some maternal and newborn interventions reduce stillbirths; 24, 64 although not always, 53, 65 and more research is needed to better understand why. For example, the number of antenatal care visits does not give an accurate assessment of quality of care, the effective provision of critical interventions or whether stillbirths and other adverse outcomes are being reduced (Table 1 includes list of interventions; webannex).
Stillbirth prevention does not require a separate set of interventions. The Saving Mothers, Giving Life Program (SMGL) programme demonstrates that stillbirths can be prevented when improving quality maternal and newborn care with declines in stillbirth rates of 20% in Uganda and 19% in Zambia (webannex). 66 Countries recognised as "fast-progressing", e.g. Peru and Nepal, 67 and other case studies, 68 demonstrate there are multiple pathways to improvement, from investing in the workforce and family planning to community leadership, health insurance and greater accountability. 20 Reducing stillbirth rates with implementation of select essential interventions has also been substantial and cost effective in the South African setting. 69 Successful integrated interventions for prenatal care require inclusion of essential indicators in guidelines and intervention lists. Implementation requires a full range of competent and motivated health professionals, including midwives and specialists, within functioning health systems. Major bottlenecks of quality care around birth include health financing, workforce and service delivery. 67 Incentives for demand creation and strengthening implementation must also be explored. 70, 71 Incorporating stillbirths into the investment cases for women's and children's health strengthens the cost-effectiveness argument; 25 however, often supporting programmes do not use stillbirth rates to monitor progress and document the full return on investment. 72 Limited reporting on stillbirth in the Organisation for Economic Cooperation and Development's database of donor funding reflects another missed opportunity to integrate stillbirth into existing programmes for women's and children's health. 17 The hidden costs to families and societies may partially explain why the investment case for stillbirth is not more widely used. 
Indicators to measure impact and especially to monitor progress
Data are crucial for accelerating progress for implementation efforts as well as advocacy for more political attention and funding. 73 Efforts to improve antenatal, intrapartum and postnatal care data are underway through the Every Newborn metrics work, 74 and quality improvement will benefit from the forthcoming WHO Perinatal mortality audit and review tool. It is recommended to associate stillbirth review with maternal death and near-miss reviews, when appropriate, within the Maternal Death Surveillance and Response (MDSR) mechanism.
There has been some improvement in stillbirth reporting, with more national level data available and advancements in worldwide updates. 20 Data for intrapartum stillbirths are the weakest of all outcomelevel data assessed. 20 Recent investment in CRVS and MDSR provides a key opportunity to improve counting of births and deaths, including stillbirths. A "Perinatal mortality rate indicator", based on intrapartum stillbirths and pre-discharge neonatal deaths, requires more research as a measure of quality of care at birth in low income settings. 75, 76 Recording all birth outcomes, using comparable definitions and details on timing (intrapartum versus antepartum) would increase data, quality and accountability, 34, 77 and can be used to drive change when linked to clinical review and audit discussions without blame on staff. 78 The new ICD PM proposed classification of causes of death 79 is a step towards developing a global classification system including programmatically relevant stillbirth conditions as called for in the 2011 Stillbirth series.
28, 80 The WHO should harmonize its ICD-PM efforts with a rerevision of the Verbal Autopsy Tool, as well as the ICD, to ensure greater relevance of ICD to stillbirth.
While evidence exists for effective interventions, programmatic coverage indicators are lacking. 17 Identifying and tracking intrapartum and antenatal care, including content, quality, coverage and equity, is urgently needed. Indicators must address specific actions to prevent stillbirths and monitor care after death. Data disaggregation, including by timing, cause, and for marginalised groups, may enable countries to target strategies to reach the most vulnerable. Data collected via routine health management information systems or intermittent heath facility quality assessmentscan strengthen accountability when used in national/subnational score cards and quality improvement initiatives.
Investigation of critical knowledge gaps
The 2011 Stillbirth Series prioritised research themes to lower stillbirth rates in different settings. 28 Frøen and colleagues found only 11% of new research studies could be linked to themes from the call. 17 Since 2011, some research on effective interventions to prevent stillbirth has emerged e.g. obesity prevention and diabetes screening. 20, 33, 81, 82 Many themes remain under-researched, with new gaps identified.
Although the volume of implementation research is increasing, investigation of the generalizability of current interventions to different settings is needed to avoid unintended consequences and reach scale, particularly regarding obstetric emergencies. 83 Relevant research should record multiple adverse outcomes, including stillbirth 17 and preterm birth. 84 Identification of additional knowledge gaps and reprioritisation of research questions is critical for increasing support and funding, such as better understanding of causes, stillbirth predictors, and placental pathologies. Many key questions, such as frequency of stillbirth with obstetric fistula, remain unknown. 85 Heazell and colleagues find large gaps in the evidence base for interventions to mitigate the effects of stillbirth for women and other family members and call for research to establish stillbirth's costs, particularly in LMIC and amongst marginalised families. 21 Research is needed to quantify all stillbirthrelated costs, including economic, psychosocial and years of life lost, and both direct and indirect costs, to communicate effectively to the public, funders, national governments and others the personal cost of stillbirth borne by parents, caregivers and others. Other issues requiring additional research include more respectful, woman-centred care, 49, 86 i.e. choice of companion, choice of position during labour, and respectful, supportive care for the bereaved in both high and low income settings. 21 There is very limited evidence on interventions; agreement on definitions and indicators is a prerequisite to research that could build the evidence base (see Table 1 ).
Increasing research capacity requires investment and an integrated approach. A harmonised set of criteria for context, population, inputs, outputs, outcome, and impact will improve interpretation of study findings to inform programme design g. Collaboration among organisations should be expanded to align and increase resources. The extent of parent involvement in the research agenda has not been assessed but needs serious consideration.
2015: A turning point for stillbirths
As the MDGs come to a close, 2015 must be a turning point for ending preventable deaths -stillbirths, maternal, newborn, and child deaths. We outline a renewed call to action to end preventable stillbirths based on the evidence (Panel 3, webannex), in support of women's and children's health, including criteria for successful integration.
Leadership, coordination and accountability are needed at all levels to address health system failures and denials of the human right to health which cause preventable deaths. One of the most important contribution to ending preventable stillbirths will be the intentional incorporation of stillbirths into global, regional and national policy frameworks for women's and children's health. This will help break the silence and will cause a ripple effect of adding stillbirth outcomes to research, policies, and programmes. Training and support for healthcare workers, particularly midwives; strengthening health systems; funding research that strengthens prenatal interventions; and educating and empowering women are all examples of investments to prevent deaths. In addition, the movement for respectful care during childbirth provides a framework upon which to build supportive care when death occurs; indicators for respectful care and reduction of stigma still need to be developed, validated and launched. Stillbirth rate is a marker of high-quality antenatal and intrapartum care, 17 as well as a sensitive marker of a health systems' strength.
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Strengthening the network of organisations working on stillbirth prevention and care has potential to move forward the agenda. Stillbirth prevention and response must involve women themselves and thus depends upon their health, education and equality. Intensive efforts are required to improve support to women, men, and others after stillbirth as well as to bring the voice of affected parents and communities into global and national policy platforms.
Every Woman Every Child called for prioritizing stillbirths post-2015 2 and has included stillbirth in the vision for "ending preventable maternal, newborn and child deaths, and stillbirths" 87 Stillbirth prevention and response will need to be done differently to reach the full potential of 2030 with 126 million more mothers and children alive, including 21 million stillbirths prevented. 72   ------------------------------------------------------------------------------------------------------------------------------ 
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